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The purpose of this study was to assess empirical data on the perceived enactment of autonomy (PEA),
Chinese version, and to explore factors related to PEA among non-institutionalized elderly. A purposive
sample of 165 subjects older than 65 years was recruited in Kaohsiung in southern Taiwan. Five subjects
failed to answer their questionnaires completely; the total effective sample was thus 160. Questionnaires
and interviews were used to collect data. The structured questionnaire consisted of two parts, assessing
sociodemographic information and the PEA scale, Chinese version. Subjects had a high PEA score (mean,
3.38), with the greatest score in individuality (mean, 3.54), followed by self-direction (mean, 3.49) and
freedom (mean, 3.16). Multiple regression analysis showed that the need for assistance in activities of daily
living (β = –0.62), overall health status (β = 0.20), marital status (β = 0.14), and age (β = –0.13) significantly
affected PEA in these elderly subjects and explained 61.9% of the total variance of PEA in this population.
Based on these results, we provide substantive suggestions to practitioners and researchers. Possible future
studies could expand the sample size using a random sampling method or examine factors related to PEA
in order to learn more about PEA and apply it to clinical practice.
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Due to an increase in life expectancy, the elderly population
is increasing rapidly [1]. The proportion of elderly who live
alone or who live only with a spouse has also increased
because of increased life span and increased mobility of
younger generations. Although most elderly currently live
in their communities, aging, functional disabilities and
illness are associated with increased reliance on health-
related and support services. The more reliance the elderly
have, the more paternalistic interaction would be expected.
Therefore, a disempowering process may be occurring
among older adults [2]. There is evidence that autonomy
is important in the quality of life among elderly in institu-
tions [3]. In addition, autonomy can be a predictor of life
expectancy for elderly with chronic disease who live at
home [4], and sustained personal autonomy can be applied
to measure successful aging among non-institutionalized
elderly [5]. Theoretically, autonomy is closely associated
with well-being and empowerment [6]. The perceived
enactment of autonomy (PEA) is a preceding factor for self-
care action [7], a model of care proposed by nursing theory.
The more the elderly perceive enactment of autonomy, the
longer they can perform self-care actions. Thus, the issue of
personal autonomy is considered a focus within health care.
Health professionals should promote a sense of autonomy
in the elderly to maintain and promote self-care and quality
of life. Although people in Western countries have valued
autonomy for decades, it has not been investigated among
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the elderly in Taiwan. It is of utmost importance to explore
these issues in Taiwan.
Autonomy is a term applied in nursing ethics for decades
and is an important issue in elderly populations, although
it is conceptualized in various ways and explained using
different words. A conceptualization of autonomy, which
is built on Modeling and Role-Modeling (MRM) nursing
theory, and called PEA, recognizes that people can perceive
their ability to act autonomously in meeting needs for de-
pendence as well as independence. The PEA is composed
of three attributes, volunteering, individuality and self-
direction; when applied, it is useful in caring for the elderly
and is relevant throughout the life span [7]. Chiou conduc-
ted a qualitative study to explore the perceived autonomy
of 12 elderly women who lived in a community in Taipei
city, and found that they associated autonomy with in-
dependence, respect, decision-making, freedom, privacy,
money, and well-being [8].
Dependence is also correlated with autonomy in the
elderly. Women over 65 years of age who were on their own
and dependent on their daughters for considerable levels of
care preferred making their own decisions, but they were
not trusted to do so by their daughters [9]. The authors
suggested that the elderly and their families would benefit
from professional practices that value the role of families
in supporting the autonomy of the elderly.
Among sociodemographic factors, living arrangement
indicates the differences in levels of autonomy among the
elderly [10]. Autonomy is lower in persons living in nursing
homes and higher in persons living in apartments.
Morale, perceived control, age, and level of education
can predict PEA [11]. Chiou suggested that women who
were autonomous felt satisfaction about life, otherwise,
they would express depressed feelings [8]. Similarly,
Castellucci found an inverse relationship between
depression and PEA in elderly stroke survivors [12]. A
study, by Hertz and Anschutz, of 259 older community-
dwelling adults found that five factors (morale, gender,
age, perceived control, and education) significantly
predicted PEA and accounted for 39% of the variance in
PEA [11]. They also interviewed 47 home-based elderly
subjects and found that those who relied on others to shop
had a higher PEA score than those who did not rely on
others [11].
Gender is a predicting factor for autonomy. A 2-year
observational study of sustained personal autonomy, which
was conducted in an urban community using a sample of
602 elderly subjects aged more than 70 years in Cleveland,
Ohio, reported that a different definition of sustained
autonomy was related to gender. Women were more like-
ly than men to define themselves as independent from
their family members [5]. The authors suggested that at-
titudes expressed as favoring personal independence
were associated with sustained autonomy among non-
institutionalized urban elderly.
In summary, previous studies have sought to discuss
the relationship between PEA and demographic data,
personality, mood, morale, and life satisfaction. However,
little information is available about perceived autonomy
among the elderly in Taiwan’s communities. There is no
evidence showing whether the elderly can perceive the
enactment of autonomy. This study was conducted with
limited resources to explore the PEA and related socio-
demographic factors among the non-institutionalized
elderly in Taiwan. It assessed sociodemographic charac-
teristics including gender, age, level of education, marital
status, living arrangement, overall health status, need
for assistance in activities of daily living, volunteering,
participation in religion, and experience of serious life
events. It is hoped that the findings of this research will help
health providers to assist the elderly.
MATERIALS AND METHODS
Participants
A correlational and cross-sectional research design was
applied. The target population was non-institutionalized
elderly. Most of the purposive sample was recruited from
five senior centers in Kaohsiung in southern Taiwan. A
smaller proportion was recruited using snowball sampling
methods. Eligibility criteria were: age 65 years or older, not
institutionalized, cognitively intact, verbally communi-
cative, freely mobile, and agreement to participate in the
study. After subjects were recruited, structured face-to-face
interviews were used to administer the study instruments.
Data collection took 4 months, from May to September
2001.
Instruments
The instruments used in this study consisted of a socio-
demographic information sheet and a Chinese version of
the PEA scale (PEA-CV). Sociodemographic data were rated
by subjects on a five-point Likert scale (1 = strongly disagree;
5 = strongly agree).
Hertz developed the original PEA scale based on MRM
nursing theory [7]. The PEA-CV scale applied in this study,
a 20-item questionnaire developed by Hwang and Lin [13],
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was used to reflect the PEA among elderly subjects. The
PEA-CV scale is made up of three components: freedom,
individuality, and self-direction (Table 1). Scale scores range
from 20 to 80, and a score higher than 50 (cut-off point)
signifies a greater PEA. The psychometric properties of the
PEA-CV scale have been validated using a sample of 226
elderly Taiwanese [13]. The internal consistency reliability
coefficient α was 0.87, and concurrent validity was 0.53 in
the previous study.
Procedure
Two trained research assistants interviewed participants
using the structured questionnaires. They were senior
college student nurses and had an average of 95% inter-
rater consistency on the PEA-CV scale. Elderly subjects
who met the eligibility criteria for the study were
approached, the purpose of the study was explained, and
then the face-to-face interviews were conducted. The
researcher met with the assistants weekly to hear their
experiences regarding data collection until all data were
collected.
Statistical analyses
Data were analyzed using SPSS version 10.0 (SPSS Inc,
Chicago, IL, USA). Descriptive and inferential statistical
analyses were used. Descriptive analysis was used to
determine the prevalence of perception of enactment of
autonomy among the non-institutionalized elderly. Stepwise
multiple linear regression analysis was used to determine
the factors that significantly affect PEA in this population.
RESULTS
Subject characteristics
The study included 160 subjects, with a mean age of 73.19 years
(range, 65–91 years). Most subjects were aged 65–74 years
(65.6%), literate (70.0%), male (59.4%), married (75.0%), and
living with their spouse and adult children (62.5%). Most did
not require assistance with activities of daily living (76.3%).
Approximately 70.6% of subjects had at least fair health status
(mean health status, 3.02 ± 0.92). Other sociodemographic
characteristics of the subjects are shown in Table 2.
Table 1. Factor analysis and Pearson’s correlation (r) for perceived enactment of autonomy
Factor and item Factor loading Variance r
Freedom 18.57%
13 My present health allows me to do what I want to do. 0.806 0.832*
4 I have choices in my life. 0.778 0.787*
3 I try to get what I want out of life. 0.734 0.787*
20 I have the freedom to move around as I please. 0.723 0.789*
1 I can choose to do things for myself. 0.690 0.785*
18 I have enough information to make choices. 0.644 0.655*
11 I am in control of what happens to me. 0.630 0.732*
19 I lead my life the way other people want me to rather than the way 0.479 0.449*
I want to lead it. (R)
Individuality 17.35%
28 I act for myself. 0.828 0.763*
16 I know myself. 0.761 0.705*
31 There are enough activities where I live to do what I want to do. 0.711 0.657*
22 I can choose to be as active as I please. 0.632 0.758*
5 I do what I think is best for me in my life. 0.570 0.703*
10 I know what is best for me. 0.545 0.714*
25 I can choose not to be active. 0.545 0.436*
15 I can choose to make my own decisions. 0.486 0.613*
27 I know when I need to do things for myself. 0.441 0.622*
Self-direction 7.60%
17 Other people act for me when I do not want them to. (R) 0.747 0.750*
7 Other people tell me when not to be active. (R) 0.723 0.747*
30 Other people know better than I do when I need to depend on them. (R) 0.600 0.685*
*p < 0.001. R = reverse item. Adapted from reference 13.
Perceived enactment of autonomy in the elderly
169Kaohsiung J Med Sci April 2004 • Vol 20 • No 4
Perceived enactment of autonomy
The alpha reliability coefficient of the PEA-CV was 0.87 and
the significant split-half reliability was 0.82 in the present
study. The PEA-CV score ranged from 38 to 80 (mean ±
standard deviation, 67.61 ± 10.63). Among the three subscales
of the PEA-CV, individuality had the highest score (item
mean, 3.54), followed by self-direction (item mean, 3.49)
and freedom (item mean, 3.16) (Table 3). Eighteen subjects
(11.3%) had scores of 50 or less, indicating a lower level of
PEA, while 142 subjects (88.8%) had scores greater than 50,
indicating a higher level of PEA. Subjects in the study
recognized and perceived the enactment of autonomy.
Influence of sociodemographic characteristics on
PEA
In order to examine which sociodemographic factors
significantly correlated with PEA, overall health status on a
five-point interval level and dichotomous variables (gender,
marital status, level of education, living arrangement,
volunteering, participation in religion, experience of serious
life events, and need for assistance in activities of daily
living) were entered into a linear regression model. Stepwise
linear regression analysis showed that need for assistance
in activities of daily living (β = –0.62), overall health status
(β = 0.20), marital status (β = 0.14), and age (β = –0.13) were
significant predictors of PEA and explained 61.9% of the
total variance in PEA (Table 4).
The relationships among age, marital status, overall
health status, and need for assistance in activities of daily
living with PEA are shown in Table 4. Age was negatively
associated with PEA. Younger subjects were significantly
more likely to perceive enactment of autonomy. This result
confirms previous reports that proposed relationships
between age and all three components of the PEA [12,14,15].
Overall health status was positively associated with PEA.
Subjects who strongly agreed that their overall health sta-
tus was good were significantly more likely to perceive
enactment of autonomy. Marital status and need for assis-
tance in activities of daily living were associated with PEA.
Subjects who were widowed and needed others to help
with daily living perceived lower enactment of autonomy
than those who were married and did not need others’ help.
Other characteristics such as gender and living arrangement
did not show any significant effects on PEA.
DISCUSSION
Proportion of variance explained by predictors of
PEA
Our results showed that need for assistance in activities of
daily living, overall health status, marital status, and age
were predictors of PEA and accounted for 61.9% of the total
variance. There was a greater proportion of explained
variance in our study than in that of Hertz and Anschutz
Table 2. Sociodemographic data of 160 elderly subjects
Variable n (%)
Gender
Male 95 (59.4)
Female 65 (40.6)
Age (yr)
  65–74 105 (65.6)
  75–84 49 (30.6)
  ≥ 85 6 (3.8)
Marital status
  Single 0 (0.0)
Widowed 40 (25.0)
  Married 120 (75.0)
  Divorced 0 (0.0)
Education level
  Illiterate 48 (30.0)
  No formal education 41 (25.6)
  Elementary school 27 (16.9)
  Junior/senior high school 30 (18.8)
  College and above 14 (8.8)
Living arrangement
  Live alone 19 (11.9)
  Live only with spouse 41 (25.6)
  Live with family 100 (62.5)
Volunteer
  Never 141 (88.1)
  Sometimes 10 (6.3)
  Often 9 (5.6)
Participate in religion
  Never 82 (51.3)
  Sometimes 52 (32.5)
  Often 26 (16.3)
Need assistance with activities of daily living
  Never 122 (76.3)
  Sometimes 24 (15.0)
  Often 14 (8.8)
Experience of serious life event
  No 146 (91.3)
  Yes 14 (8.8)
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[11], in which the subjects were mainly women (80%), lived
alone (46%), and had 1 to 4 years of high school education
(47%). Of the present participants, the largest group was
illiterate (29.7%), and most were male (58.8%) and living
with family members (63%). The differences in gender,
level of education, and living arrangements between the
elderly in the two studies might cause the different
proportion of explained variance. In addition, the PEA-CV
instrument was revised to fit the Chinese elderly, which
could also account for the difference in variance.
Individual characteristics and PEA
Subjects with poor overall health status in this study had a
lower PEA-CV score. There is a significant relationship
between self-perception of health status and self-care
behavior [16]. Elderly with poor health status will have
poor self-care behavior and mostly depend on assistance
from others. Eventually, their PEA will decrease. For
example, one subject said, “I am just too old to have choices,
pursuits, etc. As your health condition declines, you cannot
want or do something.”
With regard to the psychosocial aspect, marital status
was a predictor of PEA in this study. Clay and Stirn suggested
that a caring environment offers individuals the opportu-
nity to develop their own potential action and the freedom
to choose their own action [16]. According to Carstensen’s
socioemotional selectivity theory, social interaction that
has psychological functions can be considered a source of
information, a sense of the self and emotional well-being
[17]. Hence, participants with spouses who were available
to provide assistance and respect had a greater sense of
social support in freedom, independence, and individuality,
which meant a higher perceived level of enactment of
autonomy.
Needs for assistance and PEA
In this study, the need for assistance in activities of daily
living was the best predictor of PEA. It explained 54.1% of
the total variance. By knowing the frequency of the need for
assistance, we can be most aware of PEA status in the non-
institutionalized elderly. Subjects who needed others to
help with daily living had a lower PEA score than those who
did not. As people age, the decline in health status increases
the need for dependence on others. Most elderly people face
the risk of being deprived of their ability to act autonomously
[14,15,18]. However, our results differ from those of Hertz
and Anschutz [11]. Some of these differences could be
related to differences in sample characteristics. Subjects
who had no formal education and who lived with family
members who could provide assistance did not have a high
PEA score. They seemed to lose their individuality, self-
direction, and freedom and needed others to help with
daily living. Subjects who relied on others to accomplish
daily living activities might have had limited provision of
social services or a limited number of persons who were
available to provide daily assistance. Functional ability
might be another reason for the decreased PEA score among
the present subjects who needed much more frequent
Table 3. Score distribution of Perceived Enactment of Autonomy-Chinese Version (PEA-CV) (n = 160)
Factor Minimum Maximum Mean (Mean/Items) SD Skewness Rank
Freedom 11 32 25.28 (3.16) 5.71 –0.73 3
Individuality 16 41 31.86 (3.54) 5.53 –1.22 1
Self-direction 5 12 10.47 (3.49) 1.84 –1.14 2
PEA-CV 38 80 67.61 (3.38) 10.63 –1.15
SD = standard deviation.
Table 4. Sociodemographic predictors of perceived enactment of autonomy by stepwise regression (n = 160)
Independent variable β T R2 R2 increase F
Need for assistance in activities of daily living –0.62 –10.46* 0.541 0.541 163.62*
Overall health status 0.20 3.62* 0.576 0.035 93.57*
Marital status 0.14 2.47† 0.602 0.026 69.06*
Age –0.13 –2.44† 0.619 0.017 55.14*
*p < 0.001; †p < 0.05.
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assistance with daily living activities. The elderly themselves
might not view the need to depend on others as an
autonomous act because they do not want to generate
negative attitudes toward their dependence. They do not
see having choices to have assistance as autonomy. Thus,
they submit to the assistance but have a lower PEA score.
Other reasons include depressive mood, perceived lower
control over living, or little social support that promotes the
need for assistance in activities of daily living. However,
these factors are not discussed in this study.
IMPLICATIONS FOR PRACTICE
Based on the findings of this study, elderly people who
perceive that they have poor overall health status and need
assistance in activities of daily living without a spouse’s
support might be at risk of lower PEA. To foster PEA related
to the attribute of individuality, a person must know what
he or she needs and wants out of life, and make his or her
own decision for good. Firstly, health care providers need
to know what the individual thinks is important. Actively
listening to and learning about expressed needs enables
health care providers to understand the patient’s world.
For older adults who exhibit declining abilities and loss of
support from significant others, needs for affiliation may be
more important than meeting their individuation needs
[11]. Secondly, health care providers who indicate that
reliance on others is a strength will promote the patient’s
ability to meet personal affiliation needs and will also
facilitate a positive orientation to caring intervention. Setting
goals in mutual collaboration with health care providers
and facilitating the ability to make choices will increase the
perception of individuality in the elderly.
The perception of self-direction, a sense of not being
totally directed by others, is an essential aspect of PEA.
Evans proposed that autonomy in the ability of the elderly
to meet their needs can be restored without changing their
dependency [18]. Therefore, we have to know that the need
for dependence is a component of autonomy among the
elderly. When older adults view depending on others as
not being useful or respectful and resist relying on others,
reframing the situation can create a positive orientation
[11]. Health care providers can describe the benefits of
helping others to elderly who need assistance from others.
Therefore, older patients will provide an opportunity for
helpers to feel good about being helpful. In addition, val-
ue clarification methods [19] and searching for meaning in
life can help patients to identify what is important and
meaningful to them so that they can act assertively. These
interventions will nurture PEA via self-reliance. Educating
patients that they are in control of what happens in their
lives is an achievable goal.
Freedom is another aspect of PEA-CV and represents
having choices and abilities to act for oneself or to access
resources. The elderly experience multiple losses in their
life and perceive a lack of choices and confidence, for
example, when being forced to live where they do not want
to or to depend on caregivers. Thus, health care providers
can help the elderly to recognize the choices available and
to provide resources or opportunities to make decisions.
Developing competencies such as communication, asser-
tiveness and decision-making skills is necessary to pro-
mote PEA in the elderly.
LIMITATIONS AND SUGGESTIONS
The generalizability of these findings is limited. First, due to
the purposive sampling and cross-sectional nature of the
data, the sample was not representative of all community-
dwelling elderly people in Taiwan. Second, the subjects’
perceptions may have been influenced by related factors
other than demographic factors.
PEA in the elderly has been investigated in a health care
setting in the USA [2,14,20]. Elderly subjects in a health care
setting might have different PEA than non-institutionalized
elderly. Further research is necessary to expand the sample
size using random sampling, and to assess elderly who are
placed into long-term care facilities. As subjects’ perception
might be influenced by value systems, resource availability,
and other factors, future studies could explore more factors
related to PEA, such as social support, depressive mood,
personality, self-care resources, functional ability, and life
attitudes, as well as the reasons for low PEA scores. Exploring
more variables will contribute to better solutions for service
distribution and strategy in Taiwan.
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